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INTRODUCTION
A s for astigmatism in cataract surgery, factors affecting postoperative corneal refractive status are under research. Incision size (width and length) and configuration (1-, 2-, 3-step), incision location relative to the limbus and axis on which the main incision is performed [1] are parameters upon which a surgeon can impact in order to change or not preoperative astigmatism. A small incision temporally positioned is thought to be by most surgeons "astigmatically neutral" compared with a superotemporal, superonasal or superior incision [2] . Factors such as the eye, left or right [3] [4] corneal pachymetry [5] , the magnitude of preoperative astigmatism [6] and the type of astigmatism (with the rule-WTR, against the rule-ATR) [7] are parameters that we take into account when planning cataract surgery, but we cannot affect in order to change corneal astigmatism. Every surgeon is considered to induce standard astigmatism (surgically induced astigmatism-SIA). The purpose of this study is to determine which factor, "surgeon" or incisions' characteristics actually matter in changing corneal curvature. Our purpose was to evaluate how the factor "surgeon" affects SIA, while eliminating other confounding factors. Since our The superomedial quadrant of the cornea is considered thicker than the superolateral [8] .
METHODS
A thin cornea is more vulnerable to a bending force and causes more deformation (or SIA) in the central cornea [5] . On the other hand it is a fact that superomedial location of the main incision for the left eyes affects more postoperative astigmatism, due to the closer location of the main incision relative to the optical center and the bigger wound stress caused by the phacoprobe as a result of the difficult handling in the presence of the nose and the eyebrow [3] [4] . According to the above, both superomedial and superolateral incisions affect postoperative astigmatism but for a different reason. It is a fact that the relative change in diopters caused in each case cannot be easily quantified. SIA is multifactorial and each factor affects each eye in a different way. Our results show no statistical difference in SIA between left and right eyes, consistent with other publications (Table 2 ). However other authors reported a predominance of superonasal incisions in left eyes in SIA [4, 9] .
Ӧzyol and Özyol [7] supported the fact that superior incisions affected more ATR astigmatism than WTR astigmatism. In our study superolateral/medial incisions affect equally SIA in both WTR and ATR cases. This may be related to the oblique location of the incision. Oblique incisions affect less SIA but lead to greater torque in the axis of astigmatism. In our study, incision characteristics were the same as for size, configuration and location in all cases. The only variable was the surgeon. Our data show no statistical difference in SIA between A, B, C, and D surgeons. SIA appears to be more related to the preoperative keratometric data, the location and width of the main incision. As it is shown in Table 2 superotemporal, superonasal, superior incisions of 3.0-3. [2] (1999) 3.5 1.65
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